
THE PROJECTION OF ROENTGENOGRAMS
O. V. Batson, M.D., Cincinnati

The desirability of using the original roentgenogram for
the purpose of projection is generally recognized. Recently
Dr. Norval H. Pierce1 described his method of cutting mas-
toid pictures to the size of lantern slides and then projecting
as usual.
Any of the projection instruments permitting the use of

transparencies in the horizontal position afford a most satis-
factory method. The size and expense of this type of instru-
ment limit its application, but when available it leaves little
to be desired. I have used for some time the "universal
projection apparatus" made by Leitz for this purpose. This
apparatus has a horizontal condenser of sufficient size to
cover the essential parts of anteroposterior or lateral views
of the head. The large water cell prevents the heating of the
roentgenogram during prolonged demonstration or study.
An additional advantage is the fact that any size plate or

film may be used without mutilation; the operator moves
the negative about to show the desired portion. No holder
is required, for the negative lies flat.
Another method, not quite so satisfactory, is to use a

photographic enlarging apparatus. The illumination is not
so brilliant, and a special vertical holder is required. The
usual instruments accommodate a plate or film 5 by 7 inches
or smaller. Neither of the foregoing methods introduces
anything essentially new in projection, and possibly they are
in use by others at present.

AN UNUSUAL GUNSHOT WOUND OF THE INFERIOR
VENA CAVA\s=d\

W. M. Sheppe, M.D., Charlottesville, Va.

Mr. S. received an accidental gunshot wound of the
abdomen, the bullet, fired from a 0.38 caliber pistol, entering
the abdominal wall in the midline about 1 inch (2.5 cm.)
above the umbilicus. The patient was transported over 15
miles of rough country road to the university hospital.
Laparotomy disclosed a moderate intra-abdominal hem-
orrhage; several perforations in the small intestine, and a

nick in the wall of the stomach near the pylorus. The wounds
were closed, the injury to the intestine being so extensive
that a resection with lateral anastomosis was necessary. A
rapid palpation of the abdominal cavity was made to
determine the resting place of the bullet. It was found lying
in front of the vertebral column, just above the lumbosacral
prominence. As the surgeon attempted to grasp the bullet, it
escaped from his fingers and disappeared. A massive hem-
orrhage which filled the lower abdomen ensued. The source
of hemorrhage was a hole in the anterior wall of the vena

cava, just above its point of bifurcation. The opening was

temporarily closed, but the bullet was not again discovered.
The patient reacted well following the operation, but died
several days later. Careful auscultation before death failed to
disclose any signs of cardiac dysfunction.
Necropsy disclosed an acute generalized peritonitis. There

was a jagged opening in the anterior wall of the inferior vena
cava, just above its point of bifurcation. The hole was about
1 by 2 cm., and was closed by a large thrombus. The absence
of blood in the peritoneal cavity evidenced the fact that the
closure of the cava had been successful and that no 'post-
operative hemorrhage had occurred. The bullet was found
lying in the right ventricular cavity near the apex of the
heart. It was partially covered by a heavy deposit of fibrin,
which served to fix it firmly in position. The tricuspid valve
leaflets were not injured. An infectious infarct was found in
the apex of the right lung.

From the Anatomy Department, University of Cincinnati College
of Medicine.
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\s=d\From the University of Virginia Department of Medicine.

The cause of death was acute generalized peritonitis, asso-
ciated with acute anemia.

SUMMARY

The case is of interest from several standpoints :

1. No signs of the presence of the bullet in the heart were

obtained by auscultation.
2. The bullet, at the end of its circuitous course through the

abdomen, barely perforated the wall of the inferior vena

cava, remaining in that position and effectually controlling
what would have been, without doubt, a fatal hemorrhage.
Furthermore, it was not displaced from its precarious lodg-
ment in a 15 mile drive over a rough road.
3. When the bullet eluded the surgeon's grasp, it fell back

into the inferior vena cava and traveled along that vessel until
it reached the heart, where, passing through the tricuspid
valve, it became permanently lodged against the right ven-

tricular wall.
_

A METHOD OF THREADING WITH SILKWORM GUT
Maxwell Quackenbos, M.D., New York

In the employment of silkworm-gut sutures for the apposi-
tion of skin surfaces, it is disconcerting to have the needle,
after transversing one or more layers of the abdominal wall,
emerge without the suture. Apart from the annoyance of
such an incident, the actual time factor in the operation is
prolonged by the required handling of the suture material.

Method of threading needle.

In the illustration, a method of
threading particularly applicable
to silkworm gut is diagrammatic-
ally shown which will avoid the
occurrence of the aforesaid inci-
dent.
The eye of the needle is

threaded in a spiral, or "re\x=req-\
threaded." and the suture in situ
is drawn tight. Artery forceps
may then be placed near the
termination of the long end of
the suture, and the entire tool
safely passed fixed in a needle

holder. To remove the needle, the suture is firmly
grasped adjacent to its point of exit, and sudden traction
made on the needle in an upward direction. If the needle is
not threaded in a spiral, traction will tend to lock the suture.
The spiral thread is superior to the usual single thread and
twisting. The method is not new: I first saw it used in
foreign hospitals.

A CASE OF WOUND DIPHTHERIA
B. L. Arms, M.D., and Pearl Griffith, B.E., Jacksonville, Fla.
While cases of wound diphtheria occur occasionally, it is

believed that this case is of sufficient interest to report.
March 22, we received swabs, sent by Dr. Joseph Halton

of Sarasota, Fla., from the throat of a patient, together with
swabs from the abdominal incision four weeks after treat-
ment. Direct examination of the swabs from both the throat
and the abdominal incision revealed typical diphtheria bacilli,
and the cultures from each were of the A, A' and C types
by the Westbrook classification. We reported a positive
culture from the throat, and organisms that were morpho-
logically diphtheria from the abdominal incision; but we
desired to test them further before giving the final diagnosis.
Both cultures were then streaked out and isolations made,

transplants were made in broth, and pigs were inoculated,
0.5 per cent, of the body weight being used. We used one
strain from the throat and two strains from the abdominal
culture, inoculating subcutaneously on one side of the abdomen
for the test. Controls were also inoculated at the same time;
but these received antitoxin immediately on the opposite side
of the abdomen.
The three test pigs were found dead the second morning

after the inoculation, and cultures from the site of the injec-
tion showed typical diphtheria bacilli from each of the pigs,
while the pigs protected with antitoxin have shown no con-

From the Laboratory of the Florida State Board of Health.
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